event, whilst in the third the malignancy was proved after two months. In ea&ch of these three cases a very interesting point was demonstrated-viz., that the mucous membrane showed no evidence of tumour formation, and that the tumour formation was only discovered by making multiple sections through the muscle walls. As to the question of the naked-eye and microscopic differences between a benign and an innocent mole, there would appear to be nothing in the macroscopic characters to aid in differentiation, whilst microscopic evidence would be based on proving invasion of the uterine muscle by chorionic derivatives. I have known this test fail, however, for in two instances in which degenerate muscle-bundles showed the presence of wandering syncytial cells, in one there was no sign of malignancy in the uterus removed by hysterectomy, while in the other nothing was done, and the patient is now well after two years. Both cases suggest that embolic foci of chorionepithelioma may clear up. That this remarkable growth does disappear in certain cases is well known. I have helped my colleague, Dr. Roberts, to remove a chorionepithelioma from the vagina, and there was no recurrence after several years. On the question of the "resisting power of the uterus to chorionepithelioma, if such exists, nothing whatever is known. (February 3, 1916.) PRESIDENTIAL ADDRESS.
IF you consult the laws of the Royal Society of Medicine, and turn to the chapter which deals with the Section of Obstetrics and Gynecology, you will see that the duties of the President are enumerated as follows:-(1) "He shall preside at and control all Meetings of the Section and of the Council of the Section; he shall state and put questions, admit members, interpret the Laws, and decide every doubtful question. He shall maintain order and enforce the observance of the Laws of the Section. He shall sign the minutes of all Meetings of the Section and of the Council, as a voucher for their accuracy, after they have been approved by a majority of votes." 3 Handfield-Jones: Presidential Address While there are the written directions for his guidance, tradition has also established three other duties which he is expected to fulfil on taking office. In the first place he shall render thanks for the great honour done to him; secondly, he shall confess his own sense of humility and doubtful fitness for the post; and thirdly, he shall unburden himself of certain utterances which it is usual to term "A Presidential Address "-i.e., a learned' discourse which really may vary between a semi-scientific paper and a political sermonette.
It has been well said that anyone who studies the back numbers of that valuable periodical known as Punch will, from the cartoons alone, gain a useful knowledge of the most striking historical events of the last century. The same might be said of a study of the various Presidential Addresses as set forth in the volumes of the Obstetrical Society's Transactions, for here one sees recorded the various struggles of the scientific and political life of our profession. In one address the obstetrical demands of medical education are fully dealt with. In another the failures of that unhappy institution known as the London University are severely dealt with. In another the disgrace of puerperal sepsis is held up to view; and in others the prevailing topics of the day are fully discussed. Now it is quite clear that all these interesting subjects cannot be spun out indefinitely, and the time must come when it is extremely difficult for an incoming President to discover any subject which can be dealt with in a novel manner. I think this lack of subject-matter must have been severely felt by one of our past Presidents, Dr. Herbert Spencer. In the volume of the Proceedings which records his utterances from the Presidential Chair, I find that he was weary of past efforts, and turned to that illustrious essayist, Francis Bacon, in the hope of advancing our knowledge. In a charming sermonette he severely chastised the want of originality and primary learning among the members of our Section, and showed how Bacon's "inductive method-accumulation of systematic analysis of isolated facts to be obtained by observation and experiment-formed the basis of modern scientific work."
The name of Francis Bacon would naturally suggest to one that kindred spirit and possible identity, William Shakespeare, and with a mind already impressed by Dr. Spencer's successful essay, I turned to my volume of Shakespeare to see if I could get an inspiration for a Presidential Address. The titles of some of the plays were distinctly encouraging; thus, " Love's Labour's Lost " seemed to open the way for a dissertation on the pathology and treatment of abortion; while " The Obstetrical and Gyynwcological Section Tempest " or " All's Well that Ends Well " would form an excellent essay on the causes which led to the separation and final happy reunion of the Obstetrical and Gynaecological Societies. On second thoughts, however, I felt that such a course would lay me open to a charge of plagiarism, and I turned once more to the volumes of the Transactions in hope of fresh ideas.
The first Presidential Address delivered to this Society came from the lips of Dr. Edward Rigby, at the first meeting of the Society on January 5, 1859, and I have read that address with close attention, as coming from the first President of our Society. May I quote a short passage from his writing ? It is as follows:-" When we consider the vast amount of obstetric practice and observation which is daily and hourly going on amidst the huge population in and around London and in the densely peopled districts of the provinces, we shall all feel with regret that an enormous stream of valuable experience has been allowed to run almost entirely to waste for a long succession of years. In saying this, I, of course, do not allude to the more distinguished members of this department of the medical profession who have zealously availed themselves of those rare opportunities of observation and of gaining extensive experience which have been afforded them by their hospital and consultation practice, and whose valuable writings, whether in separate works or in the medical journals of the day, we all gratefully acknowledge; but I allude more especially to that numerous body of our brethren extensively engaged as general practitioners, who spend long and active lives in the practice of midwifery, and who would undoubtedly be able, through the medium of a society like this, to contribute inexhaustible stores of obstetric experience of the highest interest and value, and which, but for such an opportunity, have hitherto remained uncommunicated, and therefore lost to the main body of the profession. I believe, therefore, that I am not only expressing my own opinion but that of the gentlemen who have promoted the formation of this Society, in saying that we shall look with especial interest to the general practitioners for the extensive results of their obstetric experience, which must necessarily be of great interest as well as value.
" Do not imagine that I wish, in the slightest degree, to undervalue the experience and learning of those of our brethren, whether in the provinces or in the metropolis, who honourably hold a high position in obstetric science; I know we may surely count upon them as valuable contributors; but, at the present moment, I address myself more especially to our brethren in general practice, because I conceive that it is chiefly from the want of such a society as this that there has been no opportunity for collecting those stores of obstetric observation and experience which we may hope to receive from them."
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Again, in 1883, Dr. Matthews Duncan, in his Presidential Address, writes as follows " Possibly, the more frequent appointment of committees to receive evidence, sift cases, conduct investigations, and prepare reports for transmission to the Society might do something, and perhaps much, towards settling some of the points on which these differences of opinion existdifferences of opinion from which, I am afraid, our clients and ourselves must both n6cessarily suffer. The principle of collective investigation, again, of which much use was made by us in the report drawn up during Dr. Hewitt's presidency on the subject of infantile mortality, might be adopted in regard to many subjects with distinct advantage. From such a body of practitioners as constitute our Society methodical reports on matters of common interest could, I believe, without difficulty be obtained, and such work would, indeed, form a fresh link between Fellows living at a distance and the Society of which they form so important a part."
Surely these words of our first President are worthy of our careful consideration; for I hold that every member of a medical society is bound, by his membership, to advance medical knowledge and research work quite as much as to absorb the teaching and experience of others.
One has only to look at the programmes of our medical societies to see that the mass of the papers are written by hospital physicians and surgeons, and that very few are contributed by the family physician. In fact, beyond occasionally taking part in the discussions which follow the reading of these papers, very, very few of the average members contribute anything towards the work of the Section. I know it is argued that the family physician is too much occupied with the cares and worries of daily practice to have time for writing communications to societies. Also, it is argued that the average practitioner does not see a sufficient number of cases to be able to write at length upon a subject. Now, the first argument can hardly hold water; for I doubt if any member of our Section is harder worked than are Dr. Amand Routh, Dr. Herbert Spencer, or other gentlemen who have provided subjectmatter for us during the past sessions. As regards the second argument there is more to be said, but I would like to suggest to-night that there is a way even out of that difficulty. Why should not a clinical committee be appointed by the Section, which might select certain subjects on which information is desired? Then a printed notice might be sent to each member of the Section, asking that he would contribute the notes of any case of such nature which had come under his immediate care. An enormous amount of clinical material is lost to us because 34: the family physician does not think it worth while to bring forward the notes of a solitary case. Let me illustrate my meaning by pointing out some of the conditions on which information from the menibers of our Section would be greatly welcomed. How little we know of the latency of tubercle during the course of pregnancy, and yet this is a subject about which the general practitioner ought to be able to supply a large amount of evidence. There is a prevailing belief that tubercle delays its ravages during the course of pregnancy, but there is very little evidence before us to prove whether this is truth or fallacy. It might interest the meeting to-night if I communicated two cases on this point which have been brought under my notice:-Case I.-Mrs. S. T. was confined with her second child after a pregnancy which offered few features of interest. Though by no means robust, there was nothing in her condition, while carrying the infant, that needed the care of her medical adviser; the labour was in all respects a normal one, though somewhat tedious. At the end of the first week of the puerperium she began to have slight shivering attacks and.rises of temperature, accompanied by nocturnal perspirations. Though there was nothing definitely septic about the lochial discharge or the condition of the uterus, still it was thought that the pyrexia depended on some uterine sepsis; and, as intra-uterine lavages of pprchloride of mercury failed to reduce the temperature, the uterine cavity was curetted. The small operation produced no good effect. Large doses of quinine and iron were ordered, but, in spite of these remedies, the temperature continued to rise, and the patient continued to lose ground. At the end of some three weeks a consultation was held, and then, as no disease could be located in the pelvic area, the chest was. carefully examined by a physician, who at once detected a large cavity formed in the apex of the left lung. My friend, who gave me the notes of this case, was struck with the absence of all symptoms telling of pulmonary tubercle during the course of the nine months' pregnancy.
Case II was under my care at St. Mary's Hospital, and it is of such interest that I gladly bring forward the notes. Mrs. A. C., aged 29, had given birth to six children. When in labour for the seventh time it was found that the child was lying in the transverse position, so she was moved into a lying-in hospital, where version was performed and a stillborn child was delivered. Previous to her confinement she stated that her health was good, with the exception of a cough, which troubled her somewhat during the last two weeks of her pregnancy. The puerperium was normal for the first ten days, then a slight rise of temperature was noted. On the fourteenth day after labour the patient insisted on leaving the lying-in hospital, and for a week she remained at her own home fairly well. On the twenty-'second day after her labour she became semi-unconscious, and remained so until five MH-12a days later, when she was admitted to St. Mary's Hospital. Three days later she died. Now, I need not trouble you with full details of her clinical condition during the three days while she was in the hospital, except to note that cultures taken from the uterine cavity showed the presence of streptococci and staphylococci. The real interest lies in the notes of the post-mortem, which was made by Dr. Spilsbury, and they run as follows: "Body of a fairly well nourished woman. Brain: General flattening of cerebral convolutions; meningeal blood-vessels everywhere somewhat injected; in interpeduncular space and upon inferior surface of pons, marked signs of meningitis (thickening of pia and arachnoid with semi-translucent lymph); few miliary tubercles over inferior surface of frontal lobes; lateral ventricles much distended by clear fluid; no abscess. Lungs and pleurae: There were old adhesions over backs of both lungs; surface of both lungs showed miliary tubercles and pleurte; on section, both apices and right base showed aggregated miliary tubercles; hypostatic congestion and cedema at both bases. (Heart: Myocardium soft and rather pale, cavities somewhat dilated.) There were small fibro-caseous nodules in some regions as aggregated miliary tubercles; no large caseous areas nor cavities were found. There was no catarrhal pneumonia and no calcareous masses. Glands: At bifurcation of trachep were enlarged and pigmented, but showed no tuberculosis. Liver: Size and surface normal; on section, commencing patchy nutmeg congestion. Spleen: Size normal; on section, organ was firm and fibrotic, it was also congested. Kidneys: Left-localized area of tubercular pyelitis; contents of pelvis thick and blood-stained, also a caseous area in cortex; left suprarenal normal. Right-normal, but right suprarenal caseous. Alimentary canal: In lower 18 in. of ileum several tubercular ulcers and miliary tubercles; no ulceration in large intestine; mesenteric glands normal. Genital organs: Ovaries and Fallopian tubes normal; uterus enlarged to size of two and a half to threo months' pregnancy; peritoneal surface normal; wall thick and firm and white; inner surface generally smooth and pale; tiny deposits of clot in inner surface; cervix widely patent. Vagina capacious, otherwise normal. Ureters normal. Bladder: Intensely bloodstained; the trigone shows a little superficial ulceration; the contents consisted of deeply blood-stained urine with a fairly large mass of soft clot. The microscope showed many giant cells in the lungs."
These two cases could be multiplied a hundredfold, probably, if pains were taken to collect clinical evidence on the subject, and a perfected knowledge of tubercle in relation to pregnancy, with special regard to its latency, would be gradually built up.
Again, there is much need for a more extensive knowledge of the value of scopolamine in midwifery, not so much as regards its efficiency in soothing the pangs of labour, but rather as regards its drawbacks and dangers. Journalistic enthusiasts have plied the pen of the ready writer in praise of twilight sleep, but we want to know from many general practitioners why the drug is so slow in finding favour, and what disadvantages they have to record against its more general use.
To-night I am anxious further to prove my point by bringing under your notice the subject of the double uterus. Many practitioners regard the condition as a freak of Nature, with little practical bearing on diagnosis or treatment. They have never seen a case, and they never expect to see one. Now I want to show how mistaken these views are, how frequently such cases occur, and what a very practical bearing they have in obstetric and gynecological practice. I want to prove, by bringing this collection of somewhat unusual cases before you, that I can, by this method, increase your knowledge and experience on this point.
Every one here is well acquainted with the development of the genital tract, and knows that the uterus and upper vagina are formed by the fusion of two tubes, and that in the normal woman the central septum is removed, so that only one uterus, one cervix, and one vagina are found. In every text-book of gynwcology one finds excellent descriptions of deviations from this perfect plan and of the resulting abnormalities. Thus the uterus may be represented by a mere fibrous cord, or may be infantile in size or form, or, again, the uterus may be bifid, one half of the body corresponding to a perfectly normal uterine body and the other half being rudimentary.
To-night, however, I do not want to deal with any of these pathological curiosities, interesting though their study may be; I want you to recognize that in all my cases the uterine body was-double, each half forming a perfect uterus, and each half having a perfect tube and ovary attached to it. The cervix may be single or double, the vagina may be single or duplicate; this will not materially matter in our study of these cases. I will ask you to note one fact here-viz., that these cases of doubling of the genital tract are much more common than most of us fancy, and that many a woman passes through her child-bearing period without her doctor having any idea of the abnormality. You may find this statement hard to believe, but I shall hope to convince you before long that it is correct. The first example I ever came across was the case of a young married woman, who was brought to me by her family physician. He informed me that the young woman had told him that she was not made like other women, but that on digital examination he had failed to find anything wrong. When I made a vaginal examination with the patient in the ordinary left obstetric position, I also failed to detect any abnormality, but on separation of the labia, one saw at once that there was a definite septum in the median line, and that two perfectly developed vaginal canals were present. Bimanual examination showed that there was a separate cervix and uterus communicating with each vagina. The patient told us afterwards that she had ascertained for herself that there were two separate canals.
I have several times examined patients with a double uterus who have borne children, and yet their own practitioner had not detected any abnormality at the time of birth. One may fairly judge from these experiences that it is comparatively easy to overlook the presence of a double canal, and that the malformation is more common than is usually believed. Perhaps one reason also why the diagnosis is sometimes obscure lies in the fact that the two uteri are often not placed in the same plane, one uterine body being comparatively anterior, while the other lies in the posterior lateral, or posterior plane. Under such circumstances, even with a bimanual examination, the posterior portion can easily escape observation.
There are one or two cases on record where not only the uterus and the vagina, but also the vulva, have been duplicated. In the Journal of Obstetrics and Gynacology for January, 1913, there is a case recorded by Dr. Gemmell and Professor Paterson, of Liverpool, which illustrates this rare condition very lucidly. You will see by the plate which I pass round that a complete double set of genital organs is present, and the fact that the woman bore a child first from one side and then from the other shows how perfect was the development. This malformation must be one of the rarest, as the writers of the paper which I have just quoted could only find one other authentic instance of double vulva.
Having somewhat cleared the way by these preliminary remarks, I now propose to narrate to you my group of cases showing the clinical bearing in each instance, and I think you will agree with me that they form a series which are of real clinical interest. Case 1.-The late Dr. Cundell, of Kew, asked me to see a case in consultation with him, in the following circumstances: The woman, a multipara, had been confined ten days previously with her third child. There was nothing noteworthy, either in the pregnancy or in the child, but the lochial discharge had been profuse from the first, and for the last three days had been offensive. The temperature had risen above 103°F., and the patient presented all the features of septic intoxication. The uterine cavity had been carefully washed out with iodized water, with a temporary improvement of the symptoms, but the patient was drifting into a dangerous condition. Abdominal examination showed that the uterus was unduly big, and that its upper part was irregular in outline. With the administration of an ancesthetic, it was possible to make a more complete examination, and then one found that two fingers introduced through the cervix entered one cavity on the left side, which gave one -the idea of an oidinary uterus which had been recently emptied at full term, but on the right side the fingers passed into a smaller cavity, in which was a mass about the size of an apple. With some trouble this mass was shelled out and removed, when it was found to consist of the membranes of an early pregnancy, mixed up with decolorized blood-clot. The mass was offensive, and was undergoing decomposition. After the removal of this mole, a long glass tube was passed up into the smaller cavity, and a copious douche of perchloride of mercury (1 in 1,000) was administered. From this time involution went on satisfactorily, and all the unfavourable symptoms rapidly disappeared.
It was quite evident that the case was one of double uterus with a single cervix, and that the decomposing mass of membranes belonged to a pregnancy in which the vitality of the ovum had been lost at an early stage. Of course it was impossible to say whether both pregnancies had started at the same time, or whether it was an instance of a conception occurring ip a double uterus at separate intervals.
The case was certainly not one of a womb with a rudimentary horn, for the uterine cavity, in which the mole was lying, was well developed, and seemed quite capable of allowing full-term development. Probably septic particles had made their way into the smaller cavity at, or soon after, delivery, and septic changes had rapidly followed. I think that, without the help of the anesthetic, it would have been very difficult for even an expert to have felt sure that he was dealing with a condition of double uterus. In her previous pregnancies the labour had been perfectly normal, and the doctor in charge had no idea of the unusual condition of the uterine cavity.
Case II.-Mrs. P., a multiparous woman, had missed two monthly periods, and thought herself pregnant. Recently, however, a rather copious red loss had commenced, and the patient's doctor had put her to bed, hoping to avert what seemed to be threatening abortion. As the bleeding continued for several days, and the womb was enlarged to the size of two months' pregnancy, or rather more, the patient's doctor asked me to see the case in consultation. The patient was a nervous woman, and the abdomen was somewhat fat, so that examination was not easy, but one could detect a patulous condition of the os and enlargement of the uterine body. As the hwemorrhage continued, it was decided to explore the uterus. When the patient was fully under the anaesthetic a different state of affairs revealed itself. It was now found that there were two separate cervices, and that behind what we had thought to be the sole uterine body was another mass the size of a cricket-ball, which was evidently a second uterine body containing probably a growing ovum. A sound passed into the anterior uterus showed that it measured nearly 4 in. in length, and that the cavity was distinctly enlarged. On passing the curette into this cavity, some fungoid mucous membrane was brought away, but otherwise The cavity was empty. The patient convalesced satisfactorily from the small operation, went to full term, and bore a healthy child.
I cannot help thinking that this was a case of menstruation from one uterine cavity while pregnancy was going on in the other, and it raises the interesting question of the possibility of super-fetation under such conditions. The case has a distinct interest in connexion with the clinical history already recorded in Case I.
Case III is one of great interest. Mrs. B., aged 36, multipara, had suffered with haemorrhage from her kidneys for some months, and underwent an operation at a London hospital for the relief of this condition. The state of her urinary tract was considered so unsatisfactory that a decided opinion was expressed advising the avoidance of further pregnancies. In spite of this advice the patient did become pregnant again, and in the month of June, 1911 , was found to be two months advanced in pregnancy. In the end of July, 1911, her-doctor dilated the cervix under an anesthetic, and with the ovum forceps removed two fental sacs (twin pregnancy), which were advanced to about the tenth week of utero-gestation. In October, 1911, the patient noted that her abdomen was steadily increasing in size, and she felt sure that she had felt quickening about four weeks previously. On October 20, 1911, I met her doctor in consultation, and he pointed out to me how completely the uterus had been-emptied, and that a pregnancy was almost impossible. Examination of the abdomen showed that the wombiwas enlarged slightly above the level of the umbilicus, and fcetal movements could be felt. Vaginal examination confirmed this opinion. Bimainual examination showed that to the left of the uterus there was another body which felt like the enlargement of the uterine fundus, and there could be but little doubt that the patient was pregnant in one horn of a double uterus. There was only one cervix to be felt by vaginal investigation.
The further history of the case was that the patient went to full term and was delivered of a normal foetus. The interest of the case lies in the fact that the patient must have had a triple conception. On June 22 one horn of the uterus was emptied, but this did not prevent the continuance of the single pregnancy in the other horn. There was undoubtedly rather a comic element in the case, but I need not say that the patient herself failed to appreciate it.
Case IV.-Mrs. X. had been married rather more than four years. Her general health was perfect, menstruation was normal, the loss coming every month and lasting five days. In March, 1907, she mnissed a poorly time, and saw nothing till the next monthly time was due, then there was a slight red loss, and she had a severe attack of abdominal pain, which necessitated rest in bed and warm applications to tho abdomen. Her medical man wrote to me, saying that there was a distinct enlargement on the left side of the womb and that he was sure the patient had conceived in her left Fallopian tube. As the patient was now free from pain and able to travel, he sent her up to me for operation. On examination, I found the uterus enlarged to about the size of a two months' pregnancy, and pushed over to the right side of the pelvis. To the left of the uterus was a swelling rather larger than the normal non-gravid uterus. It struck me that the case was one of double uterus with a single cervix. The doctor and the patient were both so convinced that I was wrong, and that some complication had taken place internally, that I offered to make an exploratory abdominal section to settle the point. To this they willingly agreed, and I opened the abdomen at St. Mary's Hospital, and was able to demonstrate the enlargement of the right uterine body, which corresponded in all respects with a two anda half months' pregnancy. It was equally easy to demonstrate that the swelling on the left side was the other uterine body, which was slightly swollen but evidently did not contain a growing ovum. The rest of the case was uneventful: the patient went to full term, had a normal labour, and a healthy living child.
Case V.--Mrs. H., a primipara, went to nearly full term and then labour began. Beyond the fact that the first stage was unduly long, there was nothing abnormal in the course of the confinement. After the child (which was of small size) was born the doctor noticed that the womb was still large, and he could feel the outlines of another fcetus. On examining the uterine cavity, he found what seemed a thick fleshy septum, or might have been a very thick bag of membranes. As he failed to rupture this with his finger, he introduced a long pair of scissors into the uterine cavity, and endeavoured to open the way into the foetal sac. He was obliged, however, to desist, as very severe haemorrhage came on. This was arrested, but returned to some degree next day. The temperature rose, and the patient exhibited symptoms of blood poisoning, and died about the. fifth day. Examination after death showed another foetus lying in the second uterine cavity, and a ragged wound in the septum between the two bodies. Clearly the operator had cut with his scissors into the muscular tissue of the septum, and wounded some fairly large branches of the uterine artery.
Case VI.-The following case illustrates satisfactorily the tendency of this mal-development to produce mal-position in the lie of the faetus. I attended Mrs. P. in her third and fourth confinements. In her first and second labours she was attended by two different medical men. In both instances thechild presented by the breech, and was unfortunately born dead on each occasion. In the third confinement the presentatioh was again a breech one, but there was a curious thickening to be felt at the anterior aspect of the external os, and on closer examination it was found that there were two separate uteri and' two separate cervices. Beyond some delay in the completion of the first stage, the labour ran a fairly normal course, but when the breech was descending it was plain that the second uterus was acting rather as an obstacle in the pass-age of the child, and some manual assistance was necessary to secure quick and safe delivery. In the. fourth confinement the same thing happened, only in that instance the pregnancy took place in the more anterior uterus, and the posterior uterine body was drawn up above the level of the pelvic brim, so that it was not only out of harm's way, but also would have been easily overlooked had one not been acquainted with the malformation. There was no difficulty in the third stage of the labour, and the puerperium ran a perfectly normal course. Perhaps the womb was a little longer in returning to its normal state, but both uteri underwent satisfactory involution, and the patient's convalescence was in no way interfered with.
Case VII.-In quoting the previous cases, I have already called attention to the fact that the two uterine bodies of a double uterus tend to lie anteriorly and posteriorly, and are not in the same lateral plane. Also-I have noted that as pregnancy progresses in one cavity, the other body tends to be drawn upwards above the brim of the pelvis, and to arrange itself at a high level, either above the pubes or above the sacral promontory. Now, in the case which I am about to bring before you, something interfered with the usual mechanism, and when labour came on, the cervix of the anterior body, in which the living child was situated, was drawn upwards to a high level, while the empty uterus was pushed down into the hollow of the sacrum and formed a tumour, which effectively blocked the descent of the fcetal head. In these cases I have noticed that the empty uterus grows in sympathy with its fellow, and that it attains a size equal to a gravid uterus at the end of the third month. In the case now under consideration the diagnosis was not made absolutely before operation. The mass which lay in the pelvic cavity, blocking the passage of the head, was thought to be a fibroid or a solid ovarian tumour. It was only when the abdomen was opened, Caesarean section performed, and the empty uterus delivered through the abdominal sectibn, that the true nature of the case was discerned. Probably in most cases the diagnosis would be made under similar conditions, and the real nature of the obstacle scarcely recognized until the abdomen had been opened.
Case VIII.-Mrs. W., aged 31, has had three pregnancies. The first and the third were perfectly normal, but in the second pregnancy certain troubles arose. I saw the patient when she was four and a half months pregnant, and for the last three months she had had slight uterine heemorrhage on and off continually. The patient thought herself to be about four months, or rather more, advanced in pregnancy. Abdominal examination showed that the womb reached half-way up to the umbilicus; its tissue was rather flabby and relaxed, and there was an indefinite swelling on the left side of the uterine body. The outline of the uterus's upper border showed a deep indentation, and the tissue was more dense on the left side than the right. Vaginal examination showed that the cervix was deeply split bilaterally, and the endometrium felt thickened and boggy. The recurrent blood losses suggested either the presence of placenta praevia or else an abnormally spongy condition of the endoimetrium.
Regarding the abdominal examination, it was a question whether the denser tissue on the left side of the uterus was a small fibroid or the unimpregnated half of a double uterus. It seemed fairly certain that the patient was four months advanced in pregnancy, and the doctor who had asked me to see the case with him agreed with me that the hard swelling on the side of the uterus was almost certainly an interstitial fibroid, and the view was taken that the presence of the fibroid had increased the vascularity of the endometrium, and was therefore the cause of the irregular blood loss. The sequel of the case showed that our view was wrong, for the patient carried the child up to seven and a half months, and then labour came on and a dead child was born.
In the third stage of the labour the placenta had to be removed by hand, and then it was easy to be certain that the case was one of double uterus, with a pregnancy in the right body. Probably some of my hearers may have had similar cases and may have felt equally uncertain whether the diagnosis should be that of fibroid of the womb or of double uterus.
Case IX. -Mrs. C., aged 35, was admitted to Guy's Hospital on March 26, 1914, for Caesarean section, which was necessitated by deformity of the pelvis. This operation had been performed on two previous occasions. Her first pregnancy was terminated in July, 1907, by craniotomy. Her second pregnancy was terminated in November, 1908, by Cesarean section, mother and child doing well. In September, 1911, full term of pregnancy was again terminated by Cwesarean section, and the operator endeavoured to sterilize the woman by removal of the Fallopian tubes. The right tube was found and tied off, but the left tube could not be discovered. The patient was very distressed at having become pregnant again, thinking that the last operation had made it certain that no further pregnancy could occur. On March 27, the third abdominal operation was performed by Mr. Bellingham Smith. Operation:
The abdomen was opened by a median incision below the navel. The uterus was explored and intestines packed off. It was at once evident that the anterior wall of the uterus was extremely thin in the site of a previous Caesarean section. Uterine sinuses could be seen bulging through the wall only covered by peritoneum. The wall was incised and the placenta, which was in front, having been rapidly displaced, the child was delivered; the placenta followed. Mr. Bellingham Smith decided to remove the uterus because sterilization had been unsuccessfully attempted at the second Cwasarean section, and the weak condition of the uterine wall might result in rupture in the event of another pregnancy. He then remarked that the left tube and broad ligament appeared to be naturally attached to the uterus, while the right tube was absent. He suggested the possibility of pregnancy having occurred in a bicornuate uterus. On investigating the condition present it was found that a small hard body the size of a goose's egg lay to the right side of the recently gravid uterus, effectively hidden from view by a fold of peritoneum which extended from the posterior surface of the bladder to the rectum. The two horns were removed together by subtotal hysterectomy. The abdomen was closed. Both mother and child made excellent progress, and went out three weeks later. It was found on examination that the woman had a single vagina and one external os; nothing abnormal could be detected. Case X.-M. E., aged 16, single, was admitted to Guy's Hospital under the care of Mr. Bellingham Smith on September 24, 1906, with the following history: Her monthly periods began when she was aged 14, and were in all respects normal. Her last period came three weeks ago. Pain was first experienced in June, when it lasted a fortnight, but there was no pain for the following three weeks. At the last two monthly periods pain has come on on the first day, and has lasted three days. Abdominal examination: Patient is very tender over the abdomen, and a lump is felt in the right side, extending a in. above the level of the umbilicus. The lump seems movable from side to side, but fixed below. It is of firm consistency, but is difficult to examine, as the patient's abdomen is so tender. Operation by Mr. Bellingham Smith. Patient was anaesthetized. Incision made in middle line below umbilicus. Tumour exposed rising out of pelvis with bowel adherent to it. The great omentum attached to the tumour was very dark in colour as though stained with blood. The mass was found to be a bicornuate uterus. The left side was the larger, and the left tube was greatly dilated. On puncturing the tube, treacle-like fluid (which was found to be sterile) poured out. Adhesions between the tube and bowel were separated and a large clot removed from the peritoneal cavity. This clot had to be picked out in pieces as it was very adherent. The left tube and ovary were removed. Abdomen was closed. Patient was then placed in the lithotomy position. A large swelling was found on the left side of the vagina. This was incised, and altered blood was evacuated. The cavity was emptied by irrigation through a douche tube. The patient was then found to possess two vagine, the left being imperforate, and a uterus composed of two horns. The patient made a good recovery. On August 2, 1913, the patient was readmitted, complaining of pain at the monthly times. Menstruation was regular and normal in amount, but always associated with pain in the lower part of the abdomen. Abdominal examination revealed nothing abnormal. Vaginal examination showed that the vagina was septate, and at the upper end of each vagina there was an os externum, one lying in front of the other. Operation: Patient was anesthetized and placed in the lithotomy position. Each cervical canal was separately dilated. It was found that a uterine sound passed 3 in. into the anterior os externum and 2j in. into the posterior. The dividing septum between the two vaginae was then excised, a few stitches were inserted, the raw incised surfaces oversewn, and the vagina was lightly packed. Uninterrupted convalescence ensued.
